Ten years ago the Report of the Committee on Maladjusted Children drew attention to the need for accurate statistics on which to base a rational plan of therapeutic facilities (Ministry of Education 1955) . The Committee suggested that it should be possible to obtain from several adequately serviced geographical areas the number of maladjusted children in treatment, the number who had been treated and the amount of treatment devoted to those children whom they expected, perhaps optimistically, to be 'discharged as cured'. The Committee concluded: 'It will be many years before there is any area in the country with a well enough developed service of sufficient experience to answer these questions with any hope of accuracy. ' The questions remain unanswered for two principal reasons. The first is practical and apparent: institutional statistics, the traditional source of information about adult psychiatric illness, are of limited value since children are rarely admitted to hospital and out-patient facilities are still in process of development. The second is theoretical and more fundamental: the boundaries of the concept of morbidity have still to be defined by child psychiatrists. The limits of this concept fall between two extremes, the one exemplified by the familiar clinical view that all children suffer from neurotic traits at some time in their development; the other, exemplified by the Underwood Report, that 'the definition of maladjustment is related to a child's need to attend a child guidance clinic, at least for a diagnostic interview'. Such statements separate the gap between psychological credulity and administrative despair which is reflected in many discussions about the causation and classification of psychological disorders in the early years of life.
Our notions of disease, as Lord Cohen has pointed out, can be related historically to two principal themes, that of disease as process and that of disease as deviation (Cohen 1955 ). Most of the behaviour subsumed under the categories of 'habit disorder', 'neurosis' and 'behaviour disorder' of childhood, i.e. the bulk of childhood psychiatric morbidity, represents a deviation from behaviour which is very widely distributed throughout the normal population at different phases of development. Unfortunately, when speaking of deviant behaviour in this context we are unable to attain precision because we lack normal criteria against which to compare our data. To obtain standards of behaviour a representative sample of the population is required and the epidemiological method of enquiry comes into its own.
The information needed about this population is, unfortunately, quite extensive because children's behaviour cannot be divorced from the phases of their development or from their immediate environment. In addition, since this behaviour comes to notice through the imperfect lens of adult perception it is also necessary to know something of the percepts of responsible adults, usually either teachers or parents. For this reason, Kanner (1960) has observed that 'there is no absolute criterion for the normalcy of any of the comtnon forms of behaviour problem of children. Their evaluation is bound up tightly with the general outlook of the evaluating agent'.
It was with these factors in mind that we planned our cross-sectional survey of the mental health of school children in the county of Buckinghamshire which began in 1960.1 The investigation took its starting-point from the administration ofa specially constructed questionnaire to the parents and teachers of a one-in-ten sample of children attending local authority schools in the county. The children were identified from every tenth card in the records of the county school medical services. Each class-teacher was then asked to complete a questionnaire about each survey child and also to act as an agent for transmitting and returning the questionnaires to the children's parents. Of 6,920 forms sent out to parents 6,287 (91 %) were received back completed. Teachers filled in questionnaires for 6,632 (96 %) of the children.
The questionnaire which went out to parents was based on that used by Cattell & Coan (1957), modified after a pilot-study to record behaviour problems rather than personality variables as in the original version. In addition to these behavioural items, others were included about physical ill-health, particularly those disorders which are often regarded as partly psychogenic, e.g. asthma, and those which might affect behaviour either directly, e.g. meningitis and epilepsy, or indirectly, e.g. disorders of hearing, vision and speech. The parents were also asked about the child's admissions to hospital and other separation experiences. Background data were obtained about parental age, father's occupation, mother's working hours, the child's position in the family, number of siblings and geographic mobility of the family.
This material furnished much quantitative informationobtainedabout thereported behaviour of a large, representative sample of children between the ages of 5 and 15.
A more detailed analysis of the data suggested that many supposedly normal children were said to display not only individual items of behaviour which in intensity or frequency pointed towards the pathological extreme of each behavioural continuum, but also combinations of 'problems' which appeared to be similar to those encountered commonly among patients at child guidance clinics. In consequence, it was clearly of practical as well as of theoretical interest to compare such children with those who are referred to medical care for ostensibly similar complaints.
Accordingly, we set out to compare a group of 50 children attending child guidance clinics for the first time in 1962 with a group of matched children from the main sample who had never attended such a clinic. The clinic group were 'This work was supported by a grant from the Nuffield Provincial Hospitals Trust obtained so far as possible by taking each consecutive new case attending for diagnostic interview. A parent of each clinic child was interviewed either at the first visit to the clinic or as soon as possible thereafter. At this semi-structured interview the parent described the 'problems' that had led to the child's referral, the attitudes and reactions of family members and other key persons to the child's behaviour, any action taken to deal with it, the route to the child guidance clinic and parental opinions about referral. Information was also obtained about the parents' social, educational and occupational background and their physical and mental health. In addition, each parent was asked to complete one of the questionnaires used in the main sample survey and a report was obtained from the child's school.
From the questionnaire completed by the parent of the clinic child a Hollerith card was punched to show the child's age, sex and behaviour. The cards of all children in the main sample of the same age and sex as the clinic children were then sorted and those which indicated behaviour similar to the main presenting problems of the clinic child were extracted. These cards were then compared by eye with that obtained for the clinic attender and the child who showed the most similar behavioural profile was selected to make a matched pair for the clinic child. The mothers of the matched children were then interviewed by the research worker in their own homes and invited to give an account of the behaviour specified on the questionnaire.
In 1964 the parents of the clinic children and of their matched controls were again approached and re-interviewed, by the same research worker whenever possible. Contact was made with 87 parents who were seen in their own homes and asked about any changes in behaviour which had taken place since the last interview. The original problems were discussed in detail and, in most cases, a standard follow-up parents' questionnaire was also completed at the interview. This procedure made it possible to detect and investigate any new problems which had arisen during the interim period.
The results of this investigation fall logically into two categories: first, the initial differences between the child guidance cases and their matched controls; and, secondly, the outcome of both groups (Shepherd et al. 1966) . It was manifestly imperative at the outset to determine whether referral to a child guidance clinic depended simply on the degree of behavioural disturbance. To obtain a clinical assessment of severity, fivepoint ratings ofbehaviour were made independently by five ratersfour psychiatrists and one clinical psychologist. Each rater was given a typewritten profile, with details bearing on contacts with Section ofPsychiatry child guidance clinics and related agencies omitted; the 100 case histories were presented in random order so that no indication of matching was detectable. A 'disturbance rating' was obtained by scoring, adding and averaging the original ratings.
The data showed there to have been a small but nonsignificant trend towards more severe ratings for the clinic-children; the ratings for matched pairs were identical in 27 instances and for a further 11 pairs the difference in average rating score was less than one point. In three-quarters of the pairs there was the same rating for both children of a matched pair by at least one rater. The degree of disturbance could not, therefore, be taken as the sole determinant of referral.
What, then, did influence the decision to seek medical help? A number of diverse factors were examined, including socio-economic status, parental age, family disruption, parental health, size and composition of family, gainful employment of the mother, geographical distance from the clinic and parental reactions to behaviour. Of these only twothe mental health and the reactions of parents, especially of mothersdistinguished between the two groups. The mothers of clinic children were more apt to be anxious, depressed and easily upset by stress; they were less able to cope with their children, more liable to discuss their problems and to seek advice. Clearly the tolerance of disturbed behaviour takes its place alongside the nature of that behaviour as key factors in deciding for or against referral.
To evaluate outcome, the information provided by the parents at the follow-up interview in 1964 was written up as before and the degree of improvement or deterioration was assessed by three of the observers who had made the original ratings. In each case the assessor was provided with both the old and the new profiles and the original rating. Again, all references to any treatment received by the child were omitted and the raters had no means of knowing which children had attended psychiatric clinics. Table 1 shows that nearly two-thirds of the children (63 Y.) had improved over the follow-up period; about a quarter (24%) had remained in the same state as before; and only 11 children (13%) had deteriorated. Most strikingly, however, the ratings display no significant difference between the two groups in respect of improvement or deterioration. An analysis was therefore made of the amount of treatment received. Comparison of the mean number of visits paid to a psychiatrist with the change in rated status revealed that there had been virtually no difference in the average number of clinic attendances between those who improved and those who deteriorated. The children whose state was assessed as unchanged were those with the largest average number of attendances, averaging fifteen psychiatric sessions compared with approximately nine sessions for the other two groups. Nor could the initial rating of disturbance be related to outcome in terms of treatment-sessions. Of the 9 clinic children who were originally rated as 'severely disturbed' 8 were improved at follow-up but only 2 had received more than five sessions with a psychiatrist, and none had received special education. Again, among the 5 originally 'mild' cases who had failed to improve 4 had received more than five sessions of psychiatric treatment.
The results of this study emphasize that the extensive population studies which are necessary to evaluate childhood behaviour also serve to illuminate the bias arising from the selected samples available to the clinician. The same point was made explicitly by Ackerson as long ago as 1931 when he wrote: 'Until parents can assume a more impersonal attitude towards the behavior of their children ... our only source of data for the scientific (that is, statistical) study of the more serious personality and conduct problems will be the somewhat selected group examined in behavior and guidance clinics.' How selective this group of children must be stands out still more sharply when we appreciate that they are distinguished not only by the severity of symptoms but also by the extraneous factors which determine referral.
The few investigations which have paid regard to these strictures, like those of von Harnack in Germany (von Harnack 1958) and Lapouse in the USA (Lapouse et al. 1964) , amply confirm our own findings in respect of the surprisingly high prevalence of many individual items. Lapouse, indeed, arguing from her data on 482 children selected as a representative sample in Buffalo, New York, has recently, and quite independently, come to employ the term 'deviance' in a similar sense to our own. Specified items of behaviour, she concludes, should 'show differences from prevailing norms in a population; and ... interfere with adequacy of adjustment, and of performance as measured by success in functioning at home, at school, and in the community'. These differences, we would add, should be defined in terms of intensity, frequency and association with other forms of deviant behaviour. When these characteristics are outlined the borderlands of morbidity can be approached and global concepts like 'adjustment' be more carefully examined. The usefulness of this procedure for screening purposes is demonstrated by the patent disturbance of our matched controls.
In addition, however, our data point to the necessity for taking account of the duration of deviant behaviour. The results of the follow up show that even extreme forms of behaviour can resolve without specific treatment. These represent, in all probability, no more than exaggerations of conduct in response to temporary lifesituations, standing out in contrast to the deviant patterns of behaviour which remained unaffected over time. And they bring us back, appropriately, to the problems of the Underwood Report by lending support to the view expressed by Buckle & Lebovici (1960) that 'all children show signs of disturbed behaviour at some time or another, and professional intervention is justified only if the disorder persists long enough to authorize a prognosis of lifelong disorder, or when the disturbance is serious'. At the present time our understanding of the prognosis of most childhood behaviour disorders is handicapped by the small number of longitudinal studies. Clearly, however, such information should constitute an essential preliminary to the rational planning of medical services in this area. What forms of treatment should be provided, and how they can be best deployed, make up an important programme of clinical research which must be tackled in the near future. In presenting our findings on the prevalence of psychiatric disorder in 10-and 11-year-old children resident on the Isle of Wight we are chiefly concerned with problems of method and of definition. Two different approaches are possible. First, the prevalence and interrelationships of different behaviours may be studied without concern with the definition of pathology. Studies of this kind (Lapouse & Monk 1958) have shown that many supposedly pathological features are both very common and unrelated to any overall assessment of maladjustment. Only very rarely, if ever, can single behaviour items be taken as sufficient evidence of psychiatric disorder. In order to plan services, on the other hand, it is essential to have a wider estimate of functioning, and it is this approach we have followed in assessing the prevalence of psychiatric disorder among school children. In that we were concerned with the presence of suffering of the child or distress or disturbance of the community caused by the child's behaviour, rather than just deviant, odd or statistically abnormal behaviour, we have preferred the term 'psychiatric disorder' to more general descriptions such as behavioural deviance. Our use of the term does not presuppose any concept of illness; more simply it refers only to handicapping disorders of the type now usually cared for by psychiatrists dealing with children.
The role of research in the planning of services may be summarized under the following headings:
(1) The size of the problem, in which prevalence studies such as that reported here are relevant.
(2) The nature of the problem, in which the types of disorder are delineated and the overlap between different varieties of handicap determined.
(3) Present services, so that it is known how many handicapped individuals are at present receiving different kinds of care. (4) Attitudes ofthe population, of which the desire or lack of desire for help of the handicapped person or family is one important aspect. (5) The longitudinal course of disorders together with estimates of incidence and of response to different forms of treatment.
(6) The provision of a blueprint for rationally planned services in the light of the findings under the five headings above and in relation to local characteristics.
(7) The setting up of experimental services in which systematic evaluation of their efficacy is
